We use a simple technique to reliably splint the arm away from the body. A small pillow is folded and is anchored to the forearm and the hand with paper plasters [ Figure 1a ]. The paper plaster makes sure that, though loosely plastered around the forearm, it prevents movements of the padding from its place. This splints and supports the arm away from the body irrespective of the position of the arm . These patients are usually under mild sedation for pain relief post-operatively. This technique reliably splints the arm away, and there is no worry about the support moving away with patient's movements. As it is secured well, there is no fear that the support itself will move into the axilla and cause pressure. The patient can keep the hand in any position comfortably. Another usual problem, if the patients are asked to maintain a particular position of the arm in the bed, is muscular strain causing pain around the shoulder and the neck. With the splint on, patients are very comfortable and are allowed free movement of the concerned arm. After the initial application, it usually does not need any attention and is generally removed on the 3 rd or 4 th day following the surgery. Flap monitoring is unhindered as there are no straps around the chest [ Figure 1d ].
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After two unsuccessful attempts of intubation following the release of neck bands under local anaesthesia and eventual sedation with injection midazolam and injection propofol and check ventilation, the patient was considered for tracheostomy [ Figures 3 and 4] . After administering vecuronium, the tracheostomy established the airway. Then, the contracture was further released. At this point of time, a reattempt of intubation with an endotracheal tube attempted over a stylet, simultaneously withdrawing the tracheostomy tube, was successful. The Bjork's flap was closed after achieving haemostasis. Strap muscles were also apposed with sutures. Skin grafts harvested from the thigh were used to resurface the raw areas and secured [ Figure 5 ].
The post-operative period was uneventful and the graft take was satisfactory.
Literature reveals numerous methods of handling a difficult airway using C-Trach, intubating Laryngeal mask airway-(LMA), fibreoptic bronchoscope and AMBU LMA. [2] If awake intubation fails, the first step would be to release the contracture bands under injection ketamine [3] and local anaesthesia. But then, that would mean that the patient would be under spontaneous ventilation and compromise in the quality of surgery. Furthermore, the use of long-acting muscle relaxants would be contraindicated at this stage.
Tracheostomy still has been quoted at the end of the algorithm for management of these airways. The fear of surgical emphysema, bleeding eventually obstructing the airway, oedema and leaks has made tracheostomy unpopular among surgeons as well as anaesthetists for such cases. However, in our cases, scenario tracheostomy was fortunately advantageous as it enabled (1) the use of long-acting muscle relaxants and (2) correcting the tracheobronchial axis by allowing further release of the extensive contracture bands and eventual introduction of endotracheal tube eventually. The main part of emphasis of the article is the ultimate successful closure of the tracheostomy and successful graft resurfacing and uptake contrary to the traditional fear of graft loss due to contamination. The authors would like to recommend the use of indirect laryngoscope [4] as one of the pre-anaesthetic examinations for such patients to anticipate such airway difficulties.
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Pedicled transverse rectus abdominis myocutaneous flap: A method for tunnelling with Dilson Luz vascular dilation wands for breast reconstruction
Sir, Despite the popularity of free flaps and microsurgery, the pedicled transverse rectus abdominis myocutaneous (TRAM) flap remains a common autologous alternative for breast reconstruction. We describe a simple, quick and safe technique employed for the tunnelling process with the use of Dilson Luz vascular dilation wands (DLVDW).
Initial diathermy is used to set the plane and direction of undermining at both ends of the outlined tunnel, namely from the medial edge of the inframammary fold to the xiphoid process. This funnelling effect guides the blunt penetration of the initial wand with the smallest diameter. Once the tunnel dissection is complete, progressively larger bore wands are passed through to manipulate lateral detachment of the tunnel [ Figures 1-3] . Minimal diathermy is used at the end of the tunnelling procedure to achieve a consistent diameter throughout.
